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Families of premature infants at risk for disabilities:
An analysis of physical abuse risk factors
Violent behavior directed toward children by a parent or primary caregiver is not a
recently discovered phenomenon. However, since the classic study by Kempe,
Silverman, Steele, Droegenmueller, and Silver (1962) that introduced the battered child
syndrome, research in the area of child abuse has become prominent in both the medical
and mental health literatures. Legal issues addressing child maltreatment have also
become abundant, ranging from public laws, such as the Child Abuse Prevention and
Treatment Act of 1974 (Public Law 93-247), to state and federal statutes regarding
definitions o f the various forms of maltreatment and reporting requirements. Although
definitions of what constitutes legal physical abuse of a child vary considerably from
state to state, and numerous definitions of physical abuse are utilized throughout the
research literature (Besharov, 1981), the basic definition of physical abuse usually refers
to the occurrence of nonaccidental injury or physical harm of a child that is the result of
an act of commission by the child's caregiver or other adult (Goldstein, Keller, & Erne,
1985).
Estimates suggest that the incidence of physical abuse of children ranges from
200,000 to 4 million cases per year (Gil, 1970). Similarly, based on a review of incidence
and prevalence data, Gelles (1987) suggests that 3-4% of all children ages 3-17 years old
are abused every year. Further evidence of the high occurrence of physically abusive
behavior toward children is provided by data from the Second National Family Violence
Study by Wolfher and Gelles (1993). In their study of parents in 3,232 households with at
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least one child under age 18 years, 10% of parents reported utilizing one of the following
in an interaction with their child at least once during the previous year: hitting with a fist,
biting, kicking, threatening to or using a gun or knife, or beating up their child (Wolfner
& Gelles, 1993).
A plethora of research also exists evaluating both the short and long-term sequelae
of physical abuse. The most obvious and immediately apparent consequences of physical
abuse are the actual physical effects, ranging from bruises to fatalities. According to a
report by the National Committee for the Prevention of Child Abuse (1987), in 1986, "at
least 1,200 fatalities were reported, yet clinical records and official death certificates
indicate that the actual number [of children dying as a result of abuse] may be as high as
5,000" (p. 2). Additionally, direct and indirect neurological damage (e.g., hematomas), as
well as bruising and lacerations are commonly reported in children who have been
physically abused (Goldstein, Keller, & Erne, 1985; Green, Voeller, Gaines, & Kubie,
1981). A variety of long-term effects of physical abuse have also been identified,
including: emotional problems, such as anxiety and depression, interpersonal and social
skills deficits, aggressive and criminal behavior, and developmental delays (see Hansen,
Conaway, & Christopher, 1990; Malinosky-Rummel & Hansen, 1993, for reviews).
Although research in this area is not conclusive and often describes correlational rather
than causal relations, there is ample evidence to suggest that children with a history of
physical abuse experience difficulties in a variety of functional domains that are less
frequently reported by children who do not have a history of abuse.
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Although a wealth of data are available from studies o f the physical abuse of
children, the validity of these and other similar statistics on the occurrence and effects of
abuse have been questioned due to methodological problems.
Methodological Problems in Studying Physical Abuse within the General Population
The first and most fundamental problem is the variability in the definitions of
physical abuse utilized in research studies (see Besharov, 1990, for a review). The more
specific and objective the definition, the more accurate researchers can be at identifying
samples. However, utilizing a specific definition may also restrict the inclusion of
individuals who do not meet the criteria based on a lack of available information rather
than nonoccurrence of abuse. As such, the incidence and prevalence rates vary from
study to study, with some studies actually excluding individuals who might by other
criteria be considered abused. Similarly, studies often define abuse more generally, to
include all forms of child maltreatment (i.e., physical and sexual abuse, neglect, and
psychological maltreatment). However, there is limited information provided in these
studies about the separate forms of maltreatment, although each may be caused or
maintained by diverse variable, and lead to different effects.
A related issue is the measurement procedures used to assess occurrence o f physical
abuse. Researchers often rely on official reports of substantiated maltreatment (e.g.,
Child Protective Service reports) as inclusion criteria. Data from these records may
actually provide gross underestimates of abuse (McClain, Sacks, Froehlke, & Ewigman,
1993). For example, in a study investigating potential underreporting of child abuse
related fatalities of children under age 5 years, Ewigman, Kivlahan, and Land (1993)
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reviewed nine sources of official data (e.g., Division of Family Services substantiated
reports, FBI Uniform Crime Reports). O f 121 cases identified as "definite maltreatment"
by a team of experts in child abuse, only 48% were identified as such on their death
certificates, and 79% were identified as such by the Division of Family Services. These
data suggest that from 20 to 50% of abuse cases would not be included in a sample of
abused children if these reports were utilized as the measurement procedure. Reporting
laws vary from state to state, and individuals required to report abuse may: (a) fail to
recognize abuse, (b) be unclear about reporting requirements and definitions, and (c) be
reluctant to report due to potential repercussions (e.g., an angry parent) or inadequate
handling of previous cases (Besharov, 1990; Gelles, 1987). Thus, reliance on
substantiated reports may provide information about only a select group of abused
individuals and may underestimate the occurrence of this behavior.
Furthermore, because physical abuse is an event that often occurs in the privacy of
the home and is not a variable that can ethically be manipulated experimentally, research
in this area relies heavily on archival and self-report data. Each of these measures is
highly susceptible to biases of the respondent, and may not provide uniform information
across individuals.
Although these methodological difficulties indicate that results of abuse-related
studies should be interpreted with caution, the research in the area of physical abuse of
children also suggests that this form of child maltreatment is a widespread problem with
devastating short and long-term effects. Subsequently, several researchers have focused
on identifying prevalence and incidence rates of abuse within particular populations (e.g.,
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single-parent families, various racial and ethnic groups). Based on their potential to
experience a variety of risk factors correlated with abuse, one specific population
recently identified as a target for such study is children with disabilities (Ammerman,
VanHasselt, & Hersen, 1988; deLissovoy, 1979; Dubowitz, Hampton, Bithoney, &
Newberger, 1987; Furey, 1989). However, research in the area of abuse of children with
disabilities is still relatively scarce, and results that have been empirically determined are
replete with theoretical and methodological inconsistencies.
Critical Review of Current Empirical Studies
Archival Studies
In two related projects, Diamond and Jaudes (1983) and Jaudes and Diamond (1985)
examined the occurrence of abuse among children with cerebral palsy (age range: 6
months to 18 years) through a review of hospital records. Diamond and Jaudes (1983)
reported that o f 86 children whose charts were reviewed, 8 (9%) had documented
histories of physical abuse that indicated causation of their disability, each of these
occurring prior to 11 months of age. Additionally, one (2%) of these children had a
documented history of physical abuse that occurred after the primary caretaker had been
“officially” informed of the child’s disability. Jaudes and Diamond (1985) extended the
sample of this study to include 162 children, and found that 14 (9%) had experienced
physical abuse (e.g., head trauma) that caused their cerebral palsy, while 5 (4%) were
abused following a formal diagnosis of the disability. The age of the child at the time of
abuse differed between the groups, with those with abuse causing their disability being
younger (all prior to age 1 year, median age of 4 months) than those abused following the
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diagnosis (median age of 4 years). Although the results of these two studies suggest a
high occurrence rate of abuse within this population, sampling problems (i.e.,
predominantly minority, low socioeconomic status) limit the usefulness of these data.
In a thorough and well-designed study, Ammerman, VanHasselt, Hersen,
McGonigle, and Lubetsky (1989) reviewed the medical charts of 150 psychiatricallyhospitalized children (ages 3-19 years; mean age = 9.8 years) with multiple disabilities
(with no record of abuse causing the disability) to determine the incidence and
characteristics of abuse. Past or current physical abuse was evident in the records of 30
(20%) of these children, with slightly less than half of this subgroup experiencing the
abuse prior to age two years. These authors also compared the physically abused and
nonabused children on a variety of demographic and behavioral information from their
records. They found that those with a history of abuse were more likely to have a
diagnosis of mental retardation, but less likely to be functioning at the profound level or
to have a diagnosis of organic brain syndrome. There were no differences between these
groups on reported rates of aggression, self-injurious behavior, stereotypic behavior or
oppositional behavior.
In a similar study utilizing the records of 500 children with disabilities (e.g., mental
retardation, cerebral palsy, seizures) receiving services from a hospital-based University
Affiliated Program, Benedict, White, Wulff, and Hall (1990) investigated the existence of
different functional, developmental, and perinatal factors of abused and nonabused
children. Their records from birth, as well as a check with the state abuse registry,
revealed that 34 (6.8%) had substantiated reports of physical abuse. There were no
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significant differences between the abused and nonabused groups on measures of birth
weight. However, over 50% of the abused children had either poor weight gain or
delayed motor development, which was a significantly higher rate of occurrence than in
the nonabused sample. The cause-effect relation between these variables could not be
determined based on the data collection methods employed. The authors suggested that
the results indicate that children with minimal disabilities may be at greater risk for
abuse, and that those with severe functional delays are less likely to be abused because
their families have more access to community resources to assist them. Direct
measurement o f these variables was not conducted in this study, but would be useful data
to collect to determine antecedents of abusive behavior.
Survey Studies
Addressing variables such as parental use of community resources and perceived
stress reported by parents of abused and nonabused children with disabilities was the
focus of a study conducted by Benedict, Wulff, and White (1992). Parents of 486
children (meeting the same diagnostic requirements established by Benedict et al., 1990)
who were evaluated over a nine-year period at a University Affiliated Program were
mailed the Questionnaire on Resources and Stress - Revised (QRS-F; Friedrich,
Greenberg, & Cmic, 1983). Substantiated reports of physical abuse were identified for 13
(3%) of the 486 children. Of the 257 questionnaires returned, there were no significant
differences in the QRS-F scale mean scores between the abused and nonabused groups.
However, history of abuse was significantly correlated with lower scores on the
perceived child incapacitation scale, suggesting that parents of children who had been
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abused may behave as if their child should be emitting behavior similar to another child
his/her chronological age (i.e., have higher "expectations" o f their child's abilities) than
those of children with no history of abuse.
Although this study provides one of the first attempts to directly assess parental
variables affecting abusive behavior toward children with disabilities, it does exemplify
several methodological problems. First, the sample of abusive families was low (i.e., 13).
Secondly, the authors assessed current parental reports of stress and resource utilization,
rather than assessing these variables prior to or concurrent with abusive behavior.
Additionally, families included in this study may have been a self-selected group
different from abusive families who were not seeking services. Furthermore, no
information was provided as to which parent was the perpetrator of the abuse, although
90% o f the responses were from mothers. These sampling problems may explain the lack
of differences found between the groups. Finally, the psychometric properties of the
QRS-F, (e.g., construct and convergent validity, temporal reliability) have been
questioned (Friedrich, Greenberg, & Cmic, 1983; Masters-Gidden, 1993), suggesting that
the QRS-F may not have been the most appropriate measure to assess these variables.
Cohen and Warren (1987) explored the frequency of abuse within a more
heterogenous sample of children with disabilities. The project involved two studies: (a) a
survey of 42 preschool programs operated by the United Cerebral Palsy foundation, and
(b) a survey of 14 respite care providers for children with disabilities. Over 2500 children
under the age of six (40% under age 3) with a variety of diagnosed disabilities (e.g.,
cerebral palsy, spina bifida, epilepsy) were served by these agencies. Questionnaires
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completed by individuals from all service agencies indicated that 6.6% of the children
had experienced substantiated physical abuse. When combined with those children who
were reported as having signs indicating abuse (e.g., repeated bruising and injury, drastic
"unexplainable" changes in behavior), but for whom reports had not been substantiated
(209), a total o f 13.2% of these children may actually have been physically abused.
Interestingly, nine of the preschool programs reported no children with histories of abuse,
which seems unlikely considering the high incidence rates even within the general
population, yet no attempt was made to verify the reported data.
Collectively, the results from these studies suggest that within populations of
children with disabilities, from 2% to 20% have experienced physical abuse as it was
defined and measured. However, these data may actually be an inaccurate estimate of the
occurrence of abuse among children with disabilities. In addition to the methodological
problems described previously, specific difficulties studying abuse among children with
disabilities may also have affected the data.
Methodological Issues in Studying Physical Abuse
of Children with Disabilities
Samples utilized in research on physical abuse of children with disabilities often
include those with a diagnosis of various and/or multiple disabilities. Although children
with the same diagnosis must exhibit some similar behavior in order to be diagnosed,
their behavior on a variety of other dimensions may be drastically different. For example,
one child with cerebral palsy may have no observable disability other than a slight lack of
motor coordination, while another child with the same diagnosis may be unable to walk,
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feed, or dress him/herself. Obviously, each of these children has different needs. Hence,
samples employed in studies may not be as homogenous as implied. This lack of
uniformity in definitions of disabilities may also contribute to contradicting data between
studies, and may be related, in part, to different measurement procedures. It is therefore
necessary to assess specific behaviors (e.g., adaptive behavior skills, excess behavior)
rather than implying homogeneity and making interpretations based on this assumption.
A second barrier to the study of physical abuse in children with disabilities relates to
the difficulty substantiating abuse among this population beyond that discussed
previously. Because children with disabilities often exhibit communication skills deficits
(e.g., Batshaw & Perret, 1992; Feldman, Evans, Brown, & Wareham, 1992), they may be
unable to accurately describe an abusive incident to others, a factor that may make them
more of a target for abuse. Another barrier to gathering data about abusive behavior is
related to the cognitive skills deficits of some individuals with disabilities. Children with
few cognitive skills may not have learned what abuse is, nor that it is against the law.
Additionally, they may not have been taught how to report such behavior if and when it
occurs, or even to describe physical pain that may be a result and indicator of abuse.
Finally, although children with disabilities are often in contact with a variety o f service
providers (Batshaw & Perret, 1992), it may in fact make recognizing the indicators of
abuse more difficult. For example, long periods may elapse between visits with the same
professional as the child and family are shuffled from professional to professional
(Turnbull & Turnbull, 1985), making it difficult to document patterns of injury and
changes in behavior that may suggest abuse. Similarly, it may be difficult to determine
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whether physical indicators are actually the result of abusive behavior or an indirect
effect o f the child's disability (e.g., bruising resulting from the child's self-injury or lack
o f motor coordination).
The third general procedural barrier to research in this area is the difficulty
determining the temporal relation between physical abuse and the child's disability. As
discussed in the above studies, there is often ample evidence to suggest that a child's
disability was caused by abusive behavior. However, there are also circumstances in
which a child's disability was diagnosed prior to the abusive incident. As discussed
previously, reliance on archival data and self-report is a common method of data
collection, yet these methods are often not systematic nor objective. Without prospective
data collection of the abusive instances and behavior specifically related to the child's
disability, it is impossible to determine which came first, if one "caused" the other, or if
they were both affected by other variables.
Describing such relations between variables that potentially affect abusive behavior
has been the focus of numerous research efforts. As a result, various models have been
proposed to describe the process of child abuse, ranging from those with a primary focus
on parental psychopathology to those focusing on the actual aggressive and physically
violent interactions between a caregiver and a child.
Theoretical Models of Physically Abusive Behavior
Coercive Parent-Child Interactions
Based on his work with clinic-referred noncompliant children and their families,
Patterson (1982) described a model of coercive interactions that occurred within this
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population. He reported that these parents and children often negatively reinforce one
another’s aggressive and coercive behavior. For example, when a parent presents an
aversive or negative stimulus to a child (e.g., a command to take a bath), the child emits a
behavior (e.g., refusal, a temper tantrum) that results in the child escaping the demand
situation, at least temporarily. The parent then persists more harshly, possibly yelling or
hitting, the child repeatedly refuses, and the pattern continues until someone gives in and
complies with the other. As a result, the aversive stimulus is removed, and each learns to
quickly emit similar behavior (e.g., yelling, noncompliance) in future interactions to
remove the similar aversive stimuli. Potentially, as this pattern escalates, physical assault
of one another can occur during these interactions.
Transitional Model of Child Abuse
Wolfe (1985) and Azar and Wolfe (1989) incorporate this model of coercive parentchild interactions into their transitional model of child abuse. Based on the assumption
that both individual and situational demands can affect a parent's behavior toward his/her
child at any moment, these researchers hypothesize that parenting behavior should be
described along a continuum on which physical abuse is the extreme of aversive control
that a parent may exhibit in the absence of compensatory factors, such as social supports
or parental skills training. In this model, in addition to each parent bringing certain
resources to the parenting situation (e.g., psychological and social resources, learning
history of parent-child interactions), it is also suggested that abusive parents exhibit a
reduced tolerance for stressful situations (e.g., marital conflict, financial loss, demands of
parenting) and learn to respond aggressively to escape from the emotional arousal
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resulting from these stimuli. The more effective these aggressive coping strategies are at
reducing the parent’s arousal and perceived stress to situations (e.g., an infant's crying, a
child's noncompliance), the more the parent will exhibit these behaviors in similar future
situations. Once a family reaches the final stage of this model, this cycle of aggression in
response to the aversive stimuli has been exacerbated to a habitual pattern that is
maintained by the child's eventual acquiescence in the face of excessive physical
punishment. Without intervention services to assist both children and parents in changing
their behavior, the pattern continues to escalate and a child may experience repeated
physical abuse.
Ecological Model of Child Abuse
Garbarino (1977) went beyond describing this pattern of parent-child interactions in
abusive families to incorporate the role of community and societal factors into his more
ecological conceptualization of this problem. Garbarino (1977) and Belsky (1980)
proposed that the existence of certain setting events, such as marital conflict, low
socioeconomic status, social isolation, and a lack of knowledge and utilization of
community resources, in addition to community and national factors, such as the general
acceptance of physical punishment, television and magazine coverage of child abuse, and
the use of corporal punishment in the schools, place a family at risk for engaging in
abusive behavior. These ecological theorists claim that describing abuse as a transitional,
bi-directionally influenced phenomena that occurs as a result of increasingly aggressive
parent-child interactions is not sufficient; it is necessary to incorporate the potential
influences of cultural and social variables into these models because it may be the
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influence of these setting events that causes high-risk parents to become abusive.
Each of these models suggest an interactive process that occurs between the
environment and the individuals involved in physically abusive behavior. Considered in
conjunction with the empirical data reported previously, it becomes apparent that families
with a child with a disability may be particularly at risk for abusive interactions based on
the multitude of potential risk factors they may experience.
Proposed Model of Physical Abuse in Families of Children with Disabilities
Table 1 summarizes the variables identified in the theoretical models above, and
discussed further below, that may affect abusive behavior in families of children with
disabilities. Events immediately preceding abusive behavior (i.e., parent-child
interactions) function as the most direct antecedents to abusive behavior. However, the
occurrence of historical setting events (i.e., parent, child, and environmental) prior to
these interactions increases the likelihood of the occurrence of the more immediate
antecedents, thus increasing the likelihood of abusive behavior. These setting events and
antecedents do not occur in isolation; occurrence of one directly or indirectly affects
other behavior from that source as well as behavior from other sources (Scotti, Evans,
Meyer, & DiBenedetto, 1991; Wahler & Hann, 1986). Subsequently, the variables in the
model should be evaluated as a system, whereby the occurrence of one factor affects, and
is affected by, all other variables within the system. For clarity, however, variables from
each source within the system of a child with a disability will be discussed separately
here, integrating findings from the general physical abuse literature as they apply to this
population.
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Table 1
Child. Parent, and Environmental Variables Affecting Abusive Behavior in a Family
with a Child with a Disability
Source

Characteristic

Child

Prematurity and low birthweight
Illness and medical needs
Poor responsivity to parents
Behavioral excesses (e.g., excessive crying)
Skill deficits (e.g., motor skills)

Parent(s)

Marital dissatisfaction and conflict
Insularity
Lack of social support
Ineffective child management skills

Environment

Financial issues
Child-related demands (e.g., services, equipment)
Unemployment
Services and assistance
Poor relations with professionals
Multiple, conflicting recommendations
Poor training to implement recommendations
Models of abusive and coercive processes
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Child Variables
Birth and health issues. Children born prematurely, small for gestational age, and/or
with severe impairments are commonly identified among groups of abused children
(Frodi, 1981; Herrenkohl & Herrenkohl, 1979; Hunter & Kilstrom, 1979; Hunter,
Kilstrom, Kraybill, & Loda, 1978). Results o f longitudinal studies indicate that 36% of
low birthweight infants develop severe disabilities (e.g., cerebral palsy, seizure
disorders), 19% report some learning and attentional problems, and 61% of premature
infants exhibit some disability by age nine (e.g., Klein, Hack, & Breslau 1989; Teplin,
Burchinal, & Johnson-Martin, 1991; Victorian Infant Collaborative Study Group, 1991).
Premature and low birth weight children also often spend a significant amount of time
away from their parents immediately after birth while in an intensive care unit. As a
result, these parents may not have as much opportunity to interact with their infants as
would a parent of a child with no birth complications. Hence, a parent of a premature or
low birth weight child may have less opportunity to establish a history of interactions
with his/her child, thus making it more difficult for a parent to learn the infant's distress
signals, and for the infant to respond to the parents attempts to comfort (Zirpoli, 1986).
This may result in less effective management techniques, which may in turn lead to a
coercive pattern of parent-child interactions.
A second child risk variable is medical and health needs. Children who have been
abused have more reported medical complications and illnesses prior to the abuse than
nonabused children (Sherrod, O'Connor, Vietze, & Altmeier, 1984). This risk factor is
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pertinent to children with disabilities given the high occurrence of illnesses, infections,
and hospitalizations experienced (see Batshaw & Perret, 1992).
Behavioral excesses and deficits. In studies comparing abused and nonabused
children, abused children have been described as significantly more aggressive,
disruptive, and as exhibiting more behavior problems in general (Glaser & Bentovim,
1979; Jones & McCurdy, 1992; Rusch, Hall, & Griffin, 1989). Children with disabilities
commonly exhibit severe behavioral excesses (e.g., aggression, crying, self-injury) that
can be extremely difficult to control (Batshaw & Perret, 1992; Beckman, 1983, 1991;
Floyd & Phillipe, 1993; Todis & Singer, 1991). Additionally, occurrence of some of
these behaviors (e.g., crying) has been associated with increased physiological
responding and reports of "annoyance" by abusive and at-risk parents (Casanova,
Domanic, McCanne, & Milner, 1994; Crowe & Zeskind, 1992; Frodi & Lamb, 1980;
Milner, Halsey, & Fultz, 1995; Tyson & Sobschak, 1994)).
Children with disabilities may also have significant deficits in self-help (e.g.,
feeding, toileting) and communication skills that may be particularly demanding for
parents (Cmic, Friedrich, & Greenberg, 1983; Floyd & Phillipe, 1993; Lehr & Noonan,
1989; Masters-Gidden, 1993). As a result, when a parent presents the child with a
demand or attempts to initiate an interaction, the child may be unresponsive. This
unresponsiveness may be described by a parent as noncompliance or demanding. Both
noncompliance and "demandingness" of a child have been reported frequently by parents
who have physically abused their children (Bradley & Peters, 1991; Oldershaw, Walters,
& Hall, 1989; Whipple & Webster-Stratton, 1990).
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Although children with disabilities may be at higher risk for experiencing abuse
based on the occurrence of these behaviors, obviously not all children with disabilities
who exhibit these behaviors are physically abused. As previously discussed, it is the
pattern of exchanges between the parent and child, in addition to parental access to and
utilization of coping resources (e.g., support groups, skills training), that partially
determine the effects of child behaviors.
Parental Variables
Relationships with family and peers. Based on empirical, primarily correlational
studies, abusive families have been characterized as having unsatisfactory marriages and
frequent marital conflicts (e.g., Campbell, O'Brien, Bickett, & Lutzker, 1983; Milner &
Wimberley, 1979, 1980). Marital relations may function as setting events for physically
abusive interactions by increasing physiological arousal of the parent(s) which may carry
over into an interaction with a child. Additionally, an abusive parent may interact
coercively with a spouse, resulting in the removal of the aversive stimulus (i.e., conflict).
Therefore, responding aggressively or abusively is reinforced in one setting (e.g., with
the spouse), and that behavior may generalize to interactions with others (e.g., the child).
Studies have indicated that parents of children with disabilities also report less marital
satisfaction than parents of children without disabilities, and report "stress" related to
marital interactions (Beckman, 1991; Davis, 1993; Friedrich & Friedrich, 1981; Turnbull
& Turnbull, 1985).
Similarly, although these parents typically have contact with a variety of service
providers, the parents may have very little time and energy to engage in activities outside
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the home and that do not involve the child (Harris & McHale, 1989; Todis & Singer,
1991; Trute, 1995). When these opportunities do arise, it is often difficult to arrange
respite care (Cmic, Friedrich, & Greenberg, 1983; Todis & Singer, 1991). As a result, the
parents may in fact be socially isolated from peers and extended family members, a factor
that has been repeatedly implicated in studies of physical abuse (Azar & Wolfe, 1989;
Seagull, 1987; Wahler & Dumas, 1984).
Use of skill training techniques. Empirical studies indicate that abusive parents' use
of discipline is inappropriate in relation to the child's behavior, and that high-risk and
abusive parents use more physical force and punishment techniques in response to child
behavior than nonabusive parents (see Milner & Chilamkurti, 1991, for a review).
Behavior management skills are particularly relevant for families of children with
disabilities as these children often exhibit severe behavioral deficits and excesses that are
high in frequency and intensity, and are a result of a long learning history. Therefore,
these behaviors may be extremely difficult to change. However, parents often must
intervene to protect the child (e.g., from self-injury) and others (e.g., from disruptive
crying during the night, physical fights) as well as to decrease their own negative
responses to the behaviors. Depending on the variety of skills within the parent's
repertoire, the skill at which the parent implements the techniques, and his/her
persistence in dealing with very challenging behaviors, a parent or caregiver still may not
be successful at reducing the behavior quickly. Thus, due to the lack of immediate
effectiveness using less intrusive techniques, and the immediate behavior changes
resulting from more punitive and physical techniques (albeit a brief suppression), a
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parent may quickly progress through the coercive cycle described by Patterson (1982).
Environmental Variables
Financial issues. Low socioeconomic status has been empirically correlated with
abusive behavior (Azar & Wolfe, 1989; Whipple & Webster-Stratton, 1990). Families
with a child with a disability experience significant financial burdens due to medical
bills, purchases of adaptive equipment, and special programming costs, as well as
"hidden" costs, such as transportation and special foods (Alper, Schloss, & Schloss,
1994; Cmic, Friedrich, & Greenberg, 1983; Todis & Singer, 1991; Turnbull & Turnbull,
1985). Additionally, due to increased caregiving requirements and a lack of respite
services, a parent may remain at home, foregoing the income of outside employment
(Floyd & Phillipe, 1993; Harris & McHale, 1989). This could drastically reduce the
family income, particularly in single-parent families.
Services and assistance. A final environmental variable that may directly or
indirectly affect abusive behavior within these families is their involvement with service
providers. As stated earlier, parents of children with disabilities have frequent contact
with medical professionals, and generally attend frequent appointments outside the home
(Harris & McHale, 1989). Depending on their child's needs, parents may also work with
individuals in the field of education, and specialized therapists (Batshaw & Perret, 1992).
Although these contacts have often been assumed to be resources that aid in alleviating
stress, they may in fact be interpreted as additional stressors by the parents (Davis, 1993;
Todis & Singer, 1991; Turnbull & Turnbull, 1985). Parents and professionals frequently
do not have the same goals, and parents are often instructed to comply with multiple
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recommendations from each professional, some of which may be contradictory (Baker,
1989; Todis & Singer, 1991; Wisniewski, 1994). Thus, contact with multiple
professionals may actually increase the number and severity of stressors for the family.
Additionally, some of these interactions with professionals may encourage abusive
behavior inadvertently through modeling and reinforcement. The implementation of
aversive treatment procedures, sometimes after unsuccessful efforts to affect behavior
change with nonaversive methods, models a pattern of escalating to the most aversive
procedure to obtain the desired behavior. A parent may interpret the professional's use of
an aversive (i.e., aggressive, potentially abusive) technique as permission and
encouragement to utilize similar methods at home with very limited training in their use.
In summary, characteristics correlated with physical abuse are evident in families
with disabilities, and the emission of each of these behaviors is often related to the
occurrence of others. The variables discussed above (e.g., child excess behavior, parental
stress, school regulations) and outlined in Table 1 cannot be considered in isolation.
Instead they should be analyzed as antecedents and consequences to one another as well
as to abusive behavior. By analyzing the variables in this way, it becomes obvious that a
child with a disability is not the "cause" of abuse; rather, it is the interaction of the
specific child and parental behaviors as well as the societal influences often affecting
these families that places this population at risk for abuse.
Purpose of the Study
As discussed previously, there are few research studies investigating physical abuse
among families of children with disabilities. Those that have been published essentially
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report that abuse is occurring within this population, but have not specifically analyzed
antecedents and consequences to abusive behavior within this population. Because of this
paucity o f empirical work, the above proposed systems model of factors affecting
physical abuse within a family of a child with disabilities is based primarily on findings
from the general physical abuse literature as well as research in the area of stress within
families o f children with disabilities. Additionally, although the research clearly indicates
that abuse is occurring among families with children with disabilities, the temporal
relation between the abusive behavior and the expression of the child’s disability has yet
to be empirically evaluated. Subsequently, it was the purpose of this study to empirically
investigate the identified child, parent, and environmental physical abuse risk factors
within a population of families with children at risk for disabilities and delayed skill
development. Specifically, we evaluated the effect of the occurrence of the those
variables on parental abuse potential and actual parent-child interactive behavior within a
population of young children who were bom prematurely.
Method
Participants
Forty-five mother-child dyads were sought for participation in this study. Fifteen
families each with children in one of three chronological age groups were sought for the
sample: (a) Group 1: 6-7 months, (b) Group 2: 12-13 months, and (c) Group 3: 18-19
months old. Children in this age range (6-24 months) were chosen because they have
been identified by previous researchers as being at high risk for physical abuse (e.g.,
Crittendon, 1985; Kempe et al., 1962; Sherrod et al., 1984).
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All families were recruited through the West Virginia University (WVU)
Department of Pediatrics Neonatal Intensive Care Unit (NICU)/ High Risk Infant Clinic
(HRIC) or local day care centers, pediatricians, and early intervention programs in the
middle Tennessee area. Any family from these agencies with a child 19 months old or
younger who was bom prematurely (less than 37 weeks gestational age) was eligible for
participation.
Settings
All sessions were conducted in each family’s home. It was decided to utilize the
family’s natural environment in order to facilitate a more accurate reflection of family
functioning, as well as to be more convenient for families, thus minimizing additional
stress. Developmental assessments of each child recruited from the WVU NICU or HRIC
were conducted by clinic staff, including developmental psychologists and a pediatric
nurse practitioner, during a follow-up visit to the clinic. Children not attending follow-up
appointments through the WVU HRIC and those recruited through other sources were
assessed for developmental status in their home by the primary investigator. Following
each session in which the family particpated, they were given a variety of child-related
items (e.g., diapers, baby food) valued at approximately ten dollars.
Measures
Child Abuse Potential Inventory VI. The Child Abuse Potential Inventory (CAPI) is
a 160-item, forced-response (i.e., agree/disagree), self-report instmment designed to
screen for physical abuse (Milner, 1980). The scale has a third grade readability level,
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and takes approximately 15 minutes to complete. The questions were read by the primary
investigator to examinees who did not read (n = 3).
Scoring of the CAPI yields ten scale scores, the primary of which is the Physical
Abuse Scale, consisting of 77 items. This scale is further broken down into six factor
scales: (a) distress, (b) rigidity, (c) unhappiness, (d) problems with child and self, (e)
problems with family, and (f) problems from others. There are also three validity scales,
(i.e., lie, random response, and inconsistency), the scores from which are used to
calculate three index scores. These index scores then indicate response distortions, such
as socially desirable or undesirable responding (Milner, 1980). Scores on each of the ten
scales are compared to norms obtained by a sample of known, active child abusers.
Psychometric properties of the CAPI Abuse Scale Score are acceptable, with
temporal stability estimates of .91 at one week, and .75 at three months, and internal
consistency above .90. Various studies have also been conducted providing evidence of
content, construct, predictive, and discriminant validity (e.g., Ayoub, Jacewitz, Gold, &
Milner, 1983; Haddock & McQueen, 1983; Milner, 1980; Stringer & LaGreca, 1985)
Reported psychometric properties of the other CAPI scales are lower than those of the
abuse scale, however, most estimates are above .70.
Parenting Stress Index. The Parenting Stress Index (PSI; Abidin, 1986) is a selfreport instrument completed by parents or care-providers to screen for "the relative
magnitude of stress in the parent-child system . . . and is particularly useful during the
first three years of life" (p. 169, Loyd & Abidin, 1985). The measure consists of 120
items, 19 of which are optional and make up the Life Stress Events scale. Responses to
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the initial 101 items are reported on a five-point Likert scale, while the Life Stressor
items are endorsed only if they occurred within the last 12 months. Scoring of the PSI
yields three indexes: (a) Child Domain Score (a combination of the six subscales o f
child-related items), (b) Parent Domain Score (a combination of the seven parent-related
subscales), and (c) Total Stress Score, which is the sum of the Child and Parent Domain
scores. Each of these four raw scores (i.e., Total, Child, Parent, and Life Stress) is
transferred to a profile sheet and converted to percentile ranks that are compared to those
of the normative sample.
The normative sample included only mothers of children under age 3 (85% of whom
were married) attending well-child visits in a private clinic, and is therefore somewhat
limited in generalizability. Although the norm group is narrow, the PSI is used frequently
in clinical and research settings. There are separate norms for parents of children under
12 months, 12-24 months, and over 24 months of age. Additionally, substantial research
has been conducted evaluating the psychometric properties of the PSI, with reported
alpha reliability coefficients of .60 and .91 on the subscales, and .95 on the total scale,
and test-retest coefficients above .70 at three weeks and one year (e.g., Abidin, 1986;
Loyd & Abidin, 1985).
Dyadic Adjustment Scale. As a measure of the quality of the marriage, the Dyadic
Adjustment Scale (DAS; Spanier, 1976) was utilized. The DAS is a 32 item self-report
measure of general satisfaction in a relationship, and is usually completed by individuals
in a marriage or similar dyad. Using a six-point Likert scale, respondents indicate how
frequently they and their partner agree on certain issues (e.g., friends, financial matters)
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and how often they exhibit specific behaviors (e.g., confide in their partner). On one
item, the respondent rates his/her degree of happiness in the relationship using a sevenpoint Likert scale. Scoring results in a total score (from 0-151), with higher scores
suggesting better adjustment to the marital relationship. Norms are available for both
married and divorced individuals, is well as males and females. Psychometrically, this
measure has been used to discriminate between married and divorced couples and
correlates with scores on other scales of marital satisfaction (e.g., Locke Wallace Marital
Adjustment Scale). Measures of internal consistency were also high, with reported alphas
from .73 to .96 on the subscales and total score.
Community Interaction Checklist. The Community Interaction Checklist (CIC;
Wahler & Afton, 1980) is an interview instrument used to examine a mother's social
interactions over a 24-hour period. Primary use of this measure has been to identify a
mother as insular (Wahler & Afton, 1980), a label for mothers with infrequent contact
with individuals outside the home and immediate family. The CIC has also been used
both clinically and in research settings to provide descriptive information about the social
interactions o f a child's caregiver, particularly with parents with limited social support
systems. The CIC includes information about ten categories of an interaction reported by
a parent: interactor, the initiator of the interaction, mode (in person or by phone),
location, length of time, when it occurred, topic discussed, was either person critical of
the other, and a subjective evaluation of the pleasantness or aversiveness of the
interaction. Additional information is also provided on the CIC, including an overall
rating of the day, the number of hours spent directly with the target child, and a
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description of "unusual circumstances" that occurred in the last 24 hours.
Developmental assessment. Information regarding each child’s developmental skills
was obtained through the WVU Department of Pediatrics HRIC and assessments
conducted in the homes. All assessments included evaluation of the child's skills using
the Denver Developmental Screening Test Revised (DDST-R; Frankenburg, Dodds,
Fandal, Kazuk, & Cohrs, 1975). Data were obtained with regard to the child's motor,
social, language, and self-help skills. Each child was given an overall rating of “delayed,”
“suspect,” or “normal” based on these evaluations utilizing age-corrected scoring.
Developmental Pre-Feeding Checklist. An assessment of each child's feeding skills
was conducted by trained observers and the mother during the in-home sessions. Using
an interview format with dolls to demonstrate skills, research assistants administered the
Developmental Pre-Feeding Checklist (Morris & Klein, 1987) to the mother, who
indicated whether her child was able to demonstrate each skill independently, with
assistance, or not at all.. Areas assessed by this measure included the child's feeding
position, quantity of food consumed, type of food eaten, and motor skills exhibited (e.g.,
sucking, biting). The data from this interview provided a measure of parental report of
their own infant's skills, that is, when the parent reported that her child was capable of
emitting a particular behavior. However, most of the mothers expressed great difficulty
with this interview. Thus, the validity of these data was questionable, and the measure
was not included in the analyses. The same checklist was also completed independently
by the researcher following each feeding period observed to provide an objective
measure of the child’s feeding skills. These data were inlcuded in the analyses.
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Nursing Child Assessment of Feeding Scale. Behaviors of the child and the mother
were observed in the home during a feeding period. Feeding times were chosen based on
their being "high-demand" times, with several opportunities for parent-child interactions.
Data were collected by trained observers using the Nursing Child Assessment of Feeding
Scale (NCAFS; Barnard, 1978). This coding system is based on attachment theory, and
was designed specifically to evaluate parent and child behaviors during feeding
interactions. There are 76 operationally-defined behavioral items; 26 child and 50 parent
behaviors. Each item is scored as “yes” or “no”, indicating occurrence or nonoccurrence
of the behavior during the feeding time. Items are divided into six subscales, four parentrelated (i.e., sensitivity to cues, response to distress, socio-emotional growth fostering,
cognitive growth fostering) and two child-related (i.e., clarity of cues, responsiveness to
parent). The total number of items endorsed as "yes" on each subscale provides the scale
score. Higher scores indicate more positive interactions. The NCAFS has been validated
for use with normal, preterm, and failure to thrive infants (Neuspiel, Hochberg, Greene,
& Campbell, 1991). It is also used frequently throughout the nursing literature,
comparing adolescent and older mothers (e.g., vonWindeguth & Urbano, 1989), high risk
and healthy infant-mother dyads (e.g., Farel, Freeman, Keenan, & Huber, 1991), and to
evaluate training programs (e.g., Koniak-Griffin & Verzemnieks, 1991).
Procedure
Design. This study employed a prospective longitudinal-cross sectional experimental
design (Achenbach, 1978). This design allowed for data collection with families of
children from each of the three chronological age groups over a six-month period.

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

35

Initial and final assessment sessions. Following an initial contact with the family, in
which a verbal and written description of the study were presented and consent for
participation was obtained (see Appendix A), each mother independently completed a
battery of questionnaires. These included: the Family Demographic Information Form
(see Appendix B), the Child Abuse Potential Inventory VI, and the Parenting Stress
Index. The mother and child were then observed during feeding time. These feeding
sessions began by interviewing the mother using the Pre-Feeding Checklist. The mother
and infant were then observed for approximately 20 minutes, with data collected using
the Nursing Child Assessment Feeding Scale. The Community Interaction Checklist was
then administered to the mother to assess quantity and quality of social interaction over
the last 24 hours. Following each session, the undergraduate research assistant and
primary investigator also independently completed the Developmental Pre-Feeding
Checklist based on his/her observations to provide an objective measure of feeding skills.
These same assessments were completed during the final session six months later. The
initial and final assessment sessions were each approximately two hours in length. The
child’s medical chart was also reviewed by the primary investigator, and the Infant Birth
History Form (see Appendix C) was completed.
Bi-monthiv sessions. During each o f the intermediate bi-monthly visits, the CIC,
Pre-Feeding Checklist, and the NCAFS were completed as done in the initial sessions.
The bi-monthly sessions were completed in approximately 30 minutes.
Observer training. Psychology undergraduate research assistants aided in conducting
each session. Prior to observing in the homes, each assistant was trained in using the Pre-

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

36

Feeding Checklist and the NCAFS. This training consisted of each assistant learning the
operational definitions of each item, and scoring videotaped sessions of parent-child
interactions. Interobserver agreements were determined for each practice observation,
and an 85% total agreement with criterion (i.e., the primary investigator) on at least three
different sessions was required before actual in-home observations began.
Interobserver agreement on the observation data. All observation sessions of feeding
interactions were conducted by either the primary investigator or trained undergraduate
research assistants. Interobserver agreements were conducted on 23% of the sessions.
Interobserver agreements were calculated using the formula: (total number of
agreements)/(total number of items). This is the procedure recommended by Barnard
(1978) in the NCAFS manual. The percent agreement for the NCAFS total score was
92.4% (range = 16 - 98.6%). Percent agreements were also determined separately for
each of the six subscales on the NCAFS, with a mean agreement across scales of 88.9%
(range = 81.5 - 92.4%).
Results
Participation
Seventy-nine families were approached regarding participation in this project; 56.9%
consented. There were no differences in consent for participation by child's chronological
age group. Reasons provided for refusal to participate included not wanting researchers
in their home, not willing to commit for 6-month participation, family had been through a
stressful time with the child's birth and did not want their child to be '"watched" anymore,
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parents worked and were frequently not home with the child during mealtimes, and
disinterest in the project in general.
Family Demographics
The participating mothers were primarily Caucasian (95.6%) and married (68.9%),
with a mean age o f29.2 (17-54). For 26 (53.3%) of the families, the target child was the
only child in the family. Approximately half (48.9%) of the families lived in a city with a
population of over 30,000, while yearly family income ranged from below poverty level
(17.3%) to above $30,000 (26.8%). Appropriate chi-squared analyses and one-way
ANOVAs indicated no significant differences between the three age groups on any of the
demographic variables other than their chronological age (i.e., the grouping factor). Table
2 summarizes the families’demographic information.
Child Birth History
Table 3 provides a summary of the children's birth history data. All children were
bom prematurely, with a mean gestational age of 29.9 weeks (range: 25-36 weeks;
normal gestational age is 38-40 weeks). Of the 45 children, 24 (53.3%) were male and 37
(82.8%) were single births. There was no documented evidence of prenatal substance use
by any of the mothers. Chi squared analyses and one-way ANOVAs by age group were
conducted, with a significant effect noted only for infections diagnosed prior to
discharge, A"2 (2, N = 45) = 6.7, p < .05. The children in the 18-month old group were
more likely to be diagnosed with infections than the other two groups. No other between
group differences were found. A repeated measures ANOVA on Apgar scores at birth by
group indicated no significant interaction, no main effect for group, but, as was expected,
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Table 2

Family Demographic Variables by Ape Group* and Full Sample6
6 month olds
M(SD)

12 month olds

Percent

M(SD)

Full Sample

18 month olds

Percent

M(SD)

Percent

M (SD)

6.1 (0.4)

12.3 (0.5)

18.0(0.5)

12.1(4.9)

Mother’s current age

28.8 (8.6)

31.1 (4.9)

27.7(2.2)

29.2(5.9)

Father’s current age

30.0 (8.2)

33.7 (5.9)

30.7(4.6)

31.5(6.5)

1.5(1.1)

1.5 (0.5)

1.6 (0.6)

1.5 (0.8)

Infant’s current age (months)

Total no. of children in family
Mother’s marital status
Single
Married
Divorced

Percent

26.7
53.3
20.0

13.3
86.7
0

26.7
66.7
6.7

13.3

0

0

4.4

$ 5,000 - 9,999

20.0

6.7

13.3

13.3

$10,000- 14,999

13.3

6.7

6.7

8.9

$15,000- 19,999

20.0

20.0

13.3

17.8

$20,000 - 24,999

13.3

20.0

33.3

22.2

$25,000 - 29,999

0

6.7

13.3

6.7

20.0

40.0

20.0

26.7

U>

/y t

Family’s yearly income
< $ 5,000

> $30,000

(table continues)
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Table 2 (continued)
6 month olds
M(SD)

12 month olds

Percent

M(SD)

18 month olds

Percent

M(SD)

Full Sample
M (SD)

Percent

Percent

Population of hometown
20.0

6.7

0

8.9

5,000 - 9,999

0

6.7

6.7

4.4

10,000- 14,999

0

13.3

20.0

11.1

15,000- 19,999

6.7

6.7

13.3

8.9

20,000 - 24,999

0

20.0

26.7

15.6

25,000 - 29,999

0

0

6.7

13.3

73.3

46.7

26.7

48.9

< 5,000

> 30,000
Total no. of current aiding agencies

2.0 (1.7)

1.1(1.5)

1.6 (1.8)

1.8 (2.0)

&

AFDC

20.0

13.3

20.0

17.8

Medicaid/Medical card

73.3

46.7

53.3

57.8

Supplemental security income

13.3

20.0

33.3

22.2

Food stamps

20,0

6.7

20.0

15.6

Title XIX waiver

0

0

0

0

Respite care services

0

0

0

0

33.3

13.3

26.7

24.4

Home based early intervention

(table continues)
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Table 2 (continued)
6 month olds
M (SD)

18 month olds

)2 month olds

Percent

M (SD )

Percent

M (SD)

Full Sample

Percent

M (SD)

Percent

Center based early intervention

0

0

6.7

2.2

Women, infants children (WIC)

33.3

13.3

20.0

22.2

6.7

0

0

2.2

Other services
*n = 15 per group, n = 45.

o
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Table 3

Infant Birth History Variables by Age Group* and Full Sampleb
6 month olds
M (SD)
Gestational Age

Birthweight (grams)0

Percent

12 month olds
M (SD)

Percent

18 month olds
M (SD)

Percent

Full Sample
M (SD)

30.2

30.4

29.2

29.9

(2.9)

(3.2)

(3.0)

(3.1)

1434.0

1579.3

1504.0

1505.8

(471.4)

(626.3)

(497.8)

(527.2)

4.9

5.6

4.5

5.0

(2.2)

(13)

(2.4)

(2.0)

7.4

7.8

6.6

7.2

(1.8)

(0.4)

(2.8)

(2.0)

42.3

33.4

50.5

42.1

(25.8)

(25.7)

(20.8)

(24.7)

0.5

0.3

0.5

0.4

(0.7)

(0.5)

(0.8)

(0.7)

Percent

Apgar Scores
1 minute

5 minute

Length of initial hospital stay (days)

No. of hospitalizations since birth

(table continues)

-
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Table 3 (continued)
6 month olds
M (SD)
Total medical complications

12 month olds

Percent

M (SD)

18 month olds

Percent

M (SD)

Full Sample

Percent

M (SD)

2.7

2.6

2.9

2.7

(12)

(1.4)

(0.9)

(12)

Percent

6.7

0

0

2.2

Bronchopulmonary dysplasia

26.7

53.3

66.7

48.9

Cardiac problems

86.7

60.0

60.0

68.9

Failure to thrive

6.7

0

6.7

4.4

Grade I

13.3

20.0

0

ll.l”

Grade II

6.7

6.7

0

4.4

Grade III

0

0

0

0

Grade IV

0

6.7

0

2.2

Infections

20.0

13.3

53.3

28.9

Sensory impairment

20,0

13.3

13.3

15.6

0

0

0

0

73.3

80.0

86.7

80.0

Asphyxia

Intracranial Hemorrhage

Periventricular leukomalacia
Respiratory distress syndrome
*n = 15 per group. bn = 45. cOne pound = 450 grams
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a significant time effect, F (1, 40) = 101.9, g < .001, with mean scores improving from
the 1- to 5-minute assessment times.
Group Comparisons for Main Dependent Variables
Based on the previous literature review that suggested abuse was associated not with
age of the child, but more specifically with developmental status of the child,
chronological age group and developmental status differences were examined using a
multivariate analysis of variance (MANOVA) and follow-up univariate tests (ANOVAs).
A 3 (chronological age group: 6 month olds, 12 month olds, 18 month olds) x 2
(developmental status: delayed/suspect vs not delayed) MANOVA was conducted. There
was no significant interaction or main effect for developmental status, but the MANOVA
revealed a significant main effect for age group, Hotellings T (16, 60) = 1.97, g < .05.
Means and standard deviations for all dependent measures are presented in Table 4. An
age group difference emerged for the PSI Parent Domain score in the subsequent
univariate analyses, F (2, 42) = 3.38, g < .05. Mothers of children in the 6-month old age
group reported more stress related to their role as a parent than mothers of 12-month old
children, but did not differ significantly from mothers o f the 18-month olds.
Because the ANOVA for percentage of feeding skills displayed was marginal, and a
significant effect was expected based on previous research, a recoding of these data was
conducted. Children were divided into two groups (feeding delay vs no feeding delay)
based on their percentage of age-appropriate feeding skills demonstrated. Children who
displayed less than 67% of the age-appropriate feeding skills were labeled as feeding
delayed. This cutoff point was utilized based on a natural break in the data. Separate
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Table 4
M ean Scores (and S D s) for Main Dependent Measures bv A ge Group* and Full Sample1*

Measure
CAPI

CIC interactions

DAS

Percent feeding
skills
NCAFS total

PSI child domain

PSI parent domain

PSI total

6

month olds

12

month olds

18 month olds

Full sample

118.4

6 8 .0

68.3

84.9

(103.9)

(60.6)

(68.9)

(81.8)

3.2

4.4

3.5

3.7

(2 .8 )

(2.7)

( 1 .6 )

(2.4)

49.8

49.8

2.5

50.7

( 1 1 .8 )

(4.7)

(6 . 1 )

(8 . 1 )

61.0

76.5

75.1

70.8

(17.6)

(20.5)

(15.4)

(18.9)

56.4

60.6

58.3

58.4

(9.5)

(10.5)

(9.1)

(9.6)

119.4

104.3

98.6

107.4

(29.7)

(29.0)

(22.5)

(28.1)

135.9

1 1 1 .2

117.1

121.4

(37.8)

(17.2)

(2 2 .2 )

(28.6)

256.0

218.2

209.0

227.7

(65.2)

(44.9)

(56.5)

(58.6)

*n = 15 per group. bn = 45.
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MANOVAs were conducted to determine the interactions between feeding delay status,
developmental status, and chronological age as related to the main dependent variables.
There was no significant interaction between feeding status and developmental status or
feeding status and chronological age. Table 5 displays the means and standard deviations
of the main dependent variables for each feeding delay group. One-way ANOVAs
conducted to determine differences in the main dependent variables using feeding delay
as a grouping factor revealed significant effects for CAPI Abuse scale score, F (1, 43) =
5.13, p < .05, PSI Child Domain Score, F (1, 43) = 4.52, p < .05, and NCAFS Total score,
F (1, 43) = 17.4, p < .001. Mothers of children with feeding delays had higher CAPI
Abuse scores (with one invalid report for "faking good", which was still above clinical
range), reported more stress related to the child, and had lower NCAFS Total scale scores
(i.e., more negative interactions). Chi-squared analysis also revealed a significant effect
for developmental status by feeding delay group, A2 (2, N = 45) = 6.2, p < .01, with
children with developmental delays being more likely to display a feeding delay than
those without a developmental delay.
An analysis of the number and type of general “problem behaviors” exhibited by the
child as reported by the mothers resulted in an expected developmental pattern. Sixmonth old children were more likely to exhibit excessive crying than older children, X
(2, N = 45) = 8.07, p < .05. Children in the 18-month old group were more likely than
children in the younger two groups to be described by mothers as frequently hitting or
biting others, X (2, N = 45) = 8.00, p < .05, and using odd or bizarre speech, X (2, N =
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Table 5
Mean Scores fand SDs^ for Main Dependent M easures bv Feeding D elay Group

Measure
CAPI*

CIC interactions

DAS

Percent feeding skills displayed***

NCAFS total***

PSI child domain**

PSI parent domain

PSI total

Feeding Delay1

No Feeding Delay5

114.5

61.3

( 8 8 .0 )

(69.5)

3.5

3.8

(2.7)

(2 .2 )

49.2

51.9

(10.9)

(4.6)

51.6

86.3

(9.1)

(5.9)

52.7

63.0

(9.0)

(7.5)

117.0

99.8

(32.1)

(2 2 . 1 )

124.0

119.3

(33.5)

(24.5)

242.0

216.3

(62.3)

(53.9)

an = 20. bn = 25.
Note. Feeding delay vs no feeding delay significantly different at: *£ < .05. **p < .01.
* * * £ < . 001 .
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45) = 6.43, £ < .05. These between group differences are all consistent with
developmental abilities of children at these ages.
Longitudinal Comparisons
An attempt was made to analyze the data across time, but due to problems with
retention of families in the study, these analyses could not be conducted. Comparisons
were made to determine differences in the main dependent variables between families
who discontinued participation at Time 2 and at Time 3 and families who continued
participation. These analyses revealed a pattern of families with higher CAPI Abuse
scores (i.e., more similar to abusive parents), higher PSI Parent Domain scores (i.e., more
stress related to their role as a parent), and lower NCAFS Total scores (i.e., more
negative interactions) being more likely not to continue participation. There were no
differences between chronological age groups with regard to retention at Times 2 and 3.
Relations Among Variables
To evaluate the relations between the main dependent measures, Pearson product
moment correlations were determined, and a correlation matrix was generated (see Table
6

). As anticipated, CAPI Abuse scale scores were significantly correlated with most of

the other variables, as were NCAFS Total scores. Unexpectedly, Dyadic Adjustment
scores were not significantly correlated with any other main variable.
Because Child Protective Services (CPS) involvement was coded as a categorical
variable (1 = not involved, 2 = involved with CPS) and was significantly correlated with
several of the other main dependent variables, separate univariate analyses were
conducted using CPS involvement as the grouping factor. These analyses indicated that
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Intercorrelations Between Main Dependent Measures lor Full Sample
4

5

_ 4 3 **

-.19

-.08

-.43**

.05

.23

.19

.30*

_

-.14

.37*

.31*

.19

. CIC interactions

3. Developmental status
4. Dyadic adjustment
5. % feeding skills displayed
6

. NCAFS total

7. PSI child domain
8

. PSI parent domain

9. PSI total
10. CPS involvement
*£<.05. **£<.01. ***£<.001.

7

8

9

.69***

.73***

70***

6
_ 4 8

***

41 **

10
49

***

**

2

CAPI Abuse Scale

3

OO

1.

2

-.41**

-.43**

l

Reproduced with permission of the copyright owner. Further reproduction prohibited without permission.

Table 6

-.23

-.05

-.17

- .2 0

.18

-.23

- .1 1

-.2 1

.19

.78***

_ 3 9 **

-.14

-.28

.38**

-42**

-.23

-.33*

4g***

77

***

92***

.23

.89***

.26
-.26
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families involved with CPS had higher CAPI Abuse Scale scores, F ( 1 , 43) = 13.93, g <
.001, fewer community interactions as measured by the CIC, F ( 1 , 43) = 7. 1 , g < .01,
lower NCAFS Total scores, F (1,43) = 12.6, g < .001, and fewer age-appropriate feeding
skills displayed by the child, F (1,43) = 7.2, g < .05. Table 7 presents the mean scores
and standard deviations for the main dependent variables by CPS group.
Because previous literature indicated that mother-child interactions may be related to
length of hospital stay (due to limited opportunities for the mother and child to bond and
interact early in the child's life), correlations between length of hospital stay and the main
dependent measures were calculated. No significant correlations were revealed.
Similarly, number of children in the family has been associated with parent-child
interactions. However, in this study, number of children in the family was not
significantly correlated with any of the main dependent measures.
Regression Analysis
To determine child, family, and situational variables that predict abuse potential and
actual parent-child interactions, separate stepwise multiple regression analyses were
conducted for the CAPI Abuse scale score and the NCAFS Total score. Variables with
statistically significant correlations with each of the dependent measures were used as
predictor variables.
The analysis for predicting CAPI Abuse Score included the following variables: total
aiding agencies involved with the family, CIC, percent feeding skills demonstrated,
NCAFS total score, total number of behavior problems reported, and the PSI parent, child
and total scores. Separate forward and backward stepwise analyses were conducted,
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Table 7
M ean Scores (and S D s) for Main Dependent Measures bv CPS Involvem ent Group

Measure
CAPI***

CIC interactions**

DAS

Percent feeding skills displayed**

NCAFS total***

PSI child domain

PSI parent domain

PSI total

CPS Involved*

CPS Not Involved11

165.0

64.9

(95.3)

(65.4)

1.9

4.2

(18)

(2.4)

53.7

49.9

(14.9)

(5.3)

56.6

74.4

(2 1 .8 )

(16.7)

49.3

60.7

( 1 0 .0 )

(8.3)

1 2 0 .1

104.3

(33.1)

(26.3)

136.1

117.8

(41.4)

(23.9)

257.3

220.3

(67.5)

(54.7)

*n = 9. bn = 36.
Note. CPS involved vs CPS not involved significantly different at: **p < .01., ***£ < .001.
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yielding the same results. CAPI Abuse score was best predicted by an equation including
PSI Parent Scale score, percent feeding skills demonstrated, and total number of aiding
agencies involved with the family, accounting for 69.6% of the variance, F (3,41) =
31.26, j) < .001.
The same procedure was used to predict NCAFS Total score, with total aiding
agencies involved with the family, CAPI Abuse score, CIC, developmental status,
percent feeding skills demonstrated, total number of behavior problems reported, and the
PSI Parent, Child, and Total scores included in the analysis. Sixty-eight percent of the
variance in parent-child interactive behavior, as measured by the NCAFS total score, was
predicted by a combination of percent feeding skills demonstrated and total number of
problem behaviors reported, F (2, 42) = 43.84, p < .001.
Discussion
Mothers and children from three chronological age groups who were bom
prematurely were compared on child, parent, and environmental variables previously
shown in the literature to be associated with physical abuse. Group comparisons
indicated that mothers of children in the youngest age group
more stress in their role as a parent than mothers of the

12

(6

month olds) reported

-month olds, but were not

different from the mothers of the 18-month olds. These findings are not surprising
considering the developmental milestones of the children at these ages and the relation
of these behaviors to parents’ roles. Parents of 6 -month olds are still relatively “new”
parents for this child in this situation. For some of these mothers, they may have only
recently brought their child home from the hospital after a lengthy (42 days, on
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average) and medically difficult hospital stay. The primary focus of the parent at this
stage is to ensure adequate health and survival needs, a responsibility that would be
particularly stressful given the often fragile medical state of these children. Also, 6 month olds depend on their parents for all needs. As the child becomes around a year
old, parents of premature children may start to feel that the medical and health
demands are less critical, as most premature children begin to “catch-up”
developmentally around

12

months, thus their role becomes less focused on survival of

the child. However, once these children age to around 18 months, most have begun
walking and talking, which places new, and potentially more stressful, demands on the
parent once again.
Interestingly, the results of this study suggest that global or general developmental
delays are not as critical as situation-specific delays (i.e., feeding skills) in predicting
abuse potential and actual parent-child interactive behaviors. In fact, the percent of
age-appropriate feeding skills displayed by the child was the only variable that
predicted a significant amount of variance for both CAPI abuse scale score and
NCAFS scores, suggesting it is a critical factor in potentiating abusive behavior.
Furthermore, when comparing the families with children with and without feeding
delays, those with delays reported more abuse risk and higher child-related parenting
stress, and were observed to have more negative interactions than those without
feeding delays. These findings are consistent with previous research that suggests
children with disabilities who were abused had less severe delays than nonabused peers
(Ammerman et al., 1988; Jones & McCurdy, 1992), and were more likely to exhibit
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either poor weight gain or delayed motor development (Benedict et al., 1992).
Collectively, these data suggest that delays that are less severe and more situationspecific may affect parent’s behavior more negatively than more obvious, general
developmental problems. The implication of these results for applied work with these
families seems clear. This is a critical issue in that it appears to be extremely
important to educate parents about potential minor developmental problems their child
might display in specific situations that may not be evident in other situations. Also,
training parents how to interact with the child during feeding times or other specific
situations given the child’s developmental skills as well as how to "read" the child’s
cues will be an extremely important aspect of working with these families.
The fact that the number of aiding agencies involved with families was a
significant contributor to abuse scores is not surprising given that previous work has
also found such relations between parental stress, abuse potential, and involvement
with aiding agencies (e.g., Baker, 1989; Blinker, Seifer, & Sameroff, 1994;
Wisniewski, 1994). However, the explanation for why this occurred is not as clear. It
may be that high abuse risk mothers are involved with more helping agencies because
of the risk factors experienced by the families, or it may be that being involved with
several helping agencies is in itself perceived as an additional stressor for parents. A
combination of these reasons is also possible. Unfortunately, due to the correlational
design of this study, causation cannot be determined, but would be an interesting
question for future research.
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The role of problem behaviors exhibited by the child has been studied repeatedly
in the abuse and disabilities literature. General findings indicate that children who are
abused exhibit more excess behaviors (e.g., aggression, excessive crying) than
nonabused peers (Ammerman et al., 1989; Jones & McCurdy, 1992; Kolko, Kazdin,
Thomas, & Day, 1993; Rusch et al., 1989). The results of this study also emphasize
the role of problem behaviors in affecting actual interactions between the mother and
child. However, because the measure of problem behaviors in this study was based on
parental report, it would be helpful to replicate this with an objective measure of
different types of aberrant behavior exhibited during the actual interaction.
Based on the literature on attachment theory and the plethora of work done
assessing mother-infant bonding, it is often hypothesized that premature children are at
greater risk for insecure attachment patterns and more negative parent-child
interactions because they are often in the hospital for longer periods of time, thus
having fewer opportunities to interact and bond with their mothers (e.g., Patteson &
Barnard, 1990; Siegel, 1994; Zirpoli, 1986). Due to these assumptions, it seems logical
to assume that the longer the hospital stay of the child the more likely it is that the
mother-child interactions will be less positive and the role of the mother perceived as
more stressful. When correlating length of hospital stay with the dependent measures
in this study, there were no significant correlations. This suggests that it is not the
length of stay per se. but potentially what goes on during that stay, whether it be
medical and developmental issues of the child, parents perceived stress, quality and
quantity of interactions between the mother and child, or a combination of these variables.
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Because some of the families in this study were involved with a child protection
agency, comparisons were made between involved and not involved families on a
variety of the dependent measures. The findings indicated that the families involved
with CPS had higher CAPI abuse scale scores, fewer interactions with others over the
previous 24-hour period, more negative parent-child interactions, and children with
fewer age-appropriate feeding skills, but did not differ in their reported child-related,
parent-related, or total parenting stress. The differences were not surprising, given that
CPS is usually involved with families who have either been involved with child
maltreatment or are high risk families. However, the lack of differences between the
groups on parenting stress scores is somewhat surprising. This may be due in part to
the fact that not all families involved with CPS were involved for physical abuse
reasons; some were for neglect and others for sexual abuse. The stress of parents in
these groups may be different than those involved for physical abuse reasons.
Viewed collectively, the results of this study suggest that families of children who
were bom prematurely do indeed experience several child, family, and environmental
factors associated with physical abuse. Consistent with previous research in the area of
physical abuse, most of the variables included in this investigation were significantly
correlated with both abuse potential and actual interactive behavior. However, abuse
potential and interactions between the mother and child within this population were
most closely related to the mother’s report of her perceived stress in her role as a
parent and the child’s behavior, both situation-specific skills and “problem” behavior.
These findings support the hypothesis that although the occurrence of more distal
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setting events (e.g., low SES, lack of social support) may identify a family as “at-risk”
for physical abuse, the occurrence of more immediate antecedents (i.e., situation
specific behavior of the child and parent) exerts more control over actual coercive
behaviors.
Limitations of this Study
The limitations of this study warrant discussion. First, the sample included
primarily married, middle to upper middle class mothers. Because SES is a frequently
identified variable associated with physical abuse, this sampling bias may have affected
the results obtained. Secondly, because this was a nonclinically derived sample, there
was only a small subsample of mothers scoring within the "high risk" range on the
CAPI. Due to the small number of high scores, comparisons among "high" and "low"
risk mothers were not feasible. Future research might include both clinical and
nonclinical samples to ensure adequate sample size for such comparisons.
The most critical limitation of this study is the problem encountered with retention
of families across time. Keeping families involved in research, particularly those
families that are highly mobile and have less structured lifestyles, presents a major
barrier to conducting longitudinally designed research (e.g., Patteson & Barnard, 1990;
Siegel, 1994). However, in order to understand the temporal relation between the
development of the child’s skills and parental behavior, longitudinal research designs
must be employed. To that end, in future studies it will be critical to provide
appropriate incentives for families to participate, such as respite services and financial
assistance, and to recruit the assistance and cooperation of other aiding agencies (e.g.,
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CPS) in maintaining contact with the families across time as well as to assist with
encouraging families to continue participation. In fact, because longitudinal research
assessing developmental outcome among prematurely bom children suggests that
developmental outcome is better among families having long term contact with aiding
agencies, even if that contact may be stressful for the parent, (see Patteson & Barnard,
1990, for a review), it might be beneficial to work concurrently with researchers and
agencies working within that realm to facilitate maintenance of family contact. Not
only would the longitudinal research be more likely successful, but the children may
also benefit developmentally.
Future Directions
Despite the limitations of this project, the results do provide a solid groundwork
for a variety of ways in which future research should be directed. As evidenced above,
a specific skill delay in the area of feeding was more directly associated with abuse
potential and actual parental behavior than a general developmental delay. Using this
same research model, investigations of other specific skill delays and related parent
behavior should be conducted. For example, are interactions between parents and
children during gross motor activities different depending on the child’s gross motor
skill level? Addressing questions such as these will provide support for identifying
populations as well as specific behaviors on which to focus in physical abuse
prevention efforts.
A second area of interest should be investigating the relations among these same
variables between different populations. More specifically, children with and without
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disabilities, children bom at normal gestation, and those at risk for specific delays due
to other pregnancy, birth or environmental factors. Comparisons of these various
populations will provide further evidence to support or refute the idea that specific
delay and parent stress most related to their role as a parent are the primary risk
factors for negative parent-child interactions.
Finally, as it is apparent that not all children with delays have more negative
interactions with their mothers, it is necessary to design research to assist in identifying
potential buffers or moderator variables. Based on the findings of this study as well as
previous research in the abuse literature, stress in the role as a parent is often
predictive of abuse potential. It may be the case that confidence in one’s parenting
abilities, accurate expectations of child behavior, or other unknown variables moderate
the effect of this stress on actual parenting behavior. As Azar and Wolfe (1989)
suggest in their model of abusive behavior, occurrence of the "compensatory factors,"
of which parenting skills and confidence in one’s parenting ability may be included,
may in fact be those important variables that prevent an "at risk" situation from
becoming an abusive one. Questions such as this are critical to answer in order to
understand the development and occurrence of physically abusive behavior and to
design and implement effective physical abuse prevention efforts.
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Department o f P sych ology

watt rlffKKt

*r*

W e s t Virginia U n iv e r s it y
E berly C o llege of Arts a n d S c ie n c e s

MAY 51984
-S '

C o n s e n t for P a r tic ip a tio n

k

A

A P P 9 C V H ).
'I

v.

S T U D Y T IT L E : F am ilies o f premature and low birthw eight infants: A n
in v estig a tio n o f child, parent, and environm ental factors affectin g interactions.
P R IN C IP A L

IN V E S T IG A T O R S :

Kimberly J. U jcich , M .A .
Joseph R. Scotti, P h.D .

rncroduction and Purposes. I am being asked to give m y p erm issio n for me
and m y ch ild to participate in a research project, which is b ein g co n d u cted by the
first in v estig a to r to fu lfill the requirements for a doctoral d issertation through
the D epartm ent o f P sych ology at W est Virginia University. T he purpose o f this
stu d y is to leam more about fam ilies with young children w ho w ere b o m
p rem aturely or with a low birthweight.
M v Involvem ent. If I agree to participate in this study, I understand that
the in v estigators w ill com e to m y hem e four times over the next six m onths.
D uring those visits, I w ill be asked to com plete som e questionnaires, ask in g about
such th in gs as how ic feels to be a parent, stressful situations that have occurred
w ith m y fam ily, and things my child dees. I understand that I can lo o k over the
q u estion n aires before I sign this consent form, and chat I do n ot have to answ er
all o f the questions if I am net com fortable doing so. [ have also been toid that
during th ese hom e visits, my child and I w ill be observed by the investigators
during sev era l m ealtim es to help them understand what feeding tim es are like at
m y h o u se . I understand that there wiil be a total o f sixty fam ilies participating in
this project.
Potential Benefits and C oncerns. [ understand that one ben efit o f m y
participation in this study is that the investigators will provide m e w ith
in form ation about services that m ay be available for my fam ily, and inform ation
that m ig h t help me with problem situations my fam ily might encounter. I also
understand that for each session that my child and I attend, w e w ill receiv e a
pack et o f personal items, such as diapers, toys, and pictures or vid eo s o f our
fa m ily , from the investigators. I also realize that the know ledge gained from this
study w ill help others to understand how fam ilies with young children co p e w ith
e v ery d a y life events and stresses.
T further understand that there are no known risks to m y participating in
this stu d y , other than so m e potential discom fort o f having the investigators
c o m in g into m y hom e.
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(Consent for participation, p.2)
C onfidentiality. I understand that any information about m e or my family
obtained as a result o f my participation in this research w ill be kept as
confidential as legally possible. All questionnaires and data sheets from the
observations w ill be kept in a locked cabinet by the investigator. The only
exception to this is in cases o f reported, observed, or suspected physical or sexual
abuse. However, w hen abuse is reported, observed, or suspected, state law
requires that the appropriate agencies be notified. If this were to occur, the
investigators would take steps to notify me at the same time that they notified
Child Protective Services.
Voluntary Participation. I understand that my participation in this study is
com pletely voluntary. There w ill be no penalty to me or my fam ily should I
decide not to participate in this study. I can also choose to withdrawal from the
study at any time, with no penalty to me or my family. Refusing to give my
consent to participate or withdrawing participation will in no way negatively
affect my relationship with W est Virginia University, the Department of
Psychology, or the H igh Risk Infant Clinic. My questions about this project have
all been answered, and I understand that I will receive a signed copy o f this
consent form.
Questions? I understand that if I have any questions or concerns, I may ask
the investigator for further information. I can do this in person, or by calling
Kim Ujcich (2 96-0904) or Dr. Joseph Scotti (293-2001). The Institutional
Review Board at W est Virginia University (293-7073) has also reviewed this
project and can answer any o f my questions about the rights o f participants in
research.
Consent. I have read and understand the consent form for this research
project. I give consent to participate in this study.

Signature o f Participant

Date

Signature o f In vestigator

Date
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Family Information
Participant #

Current Age: Mother_______
Other Children

Father_________

Age when Infant was bom: Mother________

Infant________

Father__

Does anyone in your family have a disability?
If yes, please describe (which person, type o f disability):

Race (check the best descriptor):
Mother:
Caucasian______African American_____ Asian-American
American Indian _____ Other(describe)_____________
Father:
Caucasian______African American_____ Asian-American
American Indian _____ Other(describe)_____________
Marital Status:
Mother:____ ___Single
Married
Divorced/Separated
Widowed
Father:
Single
Married
Divorced/Separated
Widowed
Occupation:

M other_________________Estimated Income (monthly):
Father_________________ Estimated Income (monthly):

Total Family Income per Year (check the best descriptor):
________ less than $5,000
________ S 5,000 - $ 9,999
________ $10,000 - $14,999
________ $15,000-$19,999
________ $20,000 - $24,999
________ $25,000 - $29,000
________ $30,000 and above
County in which you currently live: ______________
Please estimate the population of town/city in which you currently live (check best descriptor):
________ less than 5,000
________ 5,000 - 9,999
________ 10,000 - 14,999
________ 15,000-20,000
________ 20,000 - 25,000
________ 25,000 - 30,000
________ more than 30,000
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Please check any of the following support services that your family and/or infant currently
receives (check all that apply):
________Aid To Families with Dependent Children (AFDC)
________Medicaid/Medical Card
________Supplemental Security Income (SSI)
________Food Stamps
________Title XIX Waiver
________Respite Care Services
________Home-Based Early Intervention
________Center-Based Early Intervention
________WIC (Women, Infants and Children)
________Other (describe:
)
For the following items, think about your child_________. In the blanks provided, please write
the age (in months) when your child first showed the behavior described. If you have not seen
your child do one of the items yet, write "not yet" in the blank next to it.
________Indicated what he/she wanted (like a food or drink) with onespecific word
________Showed a preference for using either his/her right or left hand
________Drank from a cup with help
________Waved bye-bye
________Walked up stairs without help
________Followed objects with his/her eyes
________Fed him/herself a cracker
________Raised him/herself to a crawling position
________Ate solid foods
________Sat without support
________Rolled over when lying on stomach or back
________Fed him/herself with a spoon
________Walked without holding on
________Played pattycake
________Unwrapped gum or candy before eating it
________Followed simple instructions (for example: Sit down)
________Slept through the night without waking
________Gave his/her full name when asked
Now, thinking about the same child (
), please place an X beside any of the following items
that describes his/her behavior. Please mark aU of the items that describe your child's behavior.
_______cries a lot
_______rocks back and forth when sitting or standing
_______hits or bites others
_______uses bizarre or odd speech (describe:
)
_______destroys others' property
_______hits, bites, or hurts himself in other ways
_______has unusual hand or body movements (describe:
)
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Infant’s BirtlZflistorv
Participant # _____

Birth Data
Date o f Birth:
Gestational Age at Birth:

Birthweight (in grams):

Birth length (cm):

Head Circumference at birth (cm):

I and 5 minute APGAR scores:

Single/Multiple Birth:

Birth Mother's chronological age:
Evidence of prenatal substance use: yes no
If yes, describe:
Length of Initial Hospital Stay:
Other Hospitalizations (list dates, length o f stay, and illness/reasons for each):
1)
2)
3)
Medical Complications evident prior to hospital discharge (check all that apply):
Asphyxia
Bronchopulmonary Dysplasia (BPD)
Cardiac Problems
Failure to thrive
Intracranial Hemorrhage (circle grade: I II III IV)
Infection
Known Sensory Impairment (describe:
)
Periventricular Leukomalacia
Respiratory Distress Syndrome
Short-bowel syndrome
Seizures
Genetic and Metabolic Disorders (check all that apply):
Clert Lip/Palate
Craniofacial Malformations and Syndromes
Cystic Fibrosis
Fragile X syndrome
Hyperammo nenia
Meningomyelocele
Trisomy 21 (Down Syndrome)
Trisomy 18 (Edward Syndrome)
Trisomy 13 (Patau Syndrome)
Turner Syndrome
Skeletal Dysplasias
Other (describe:
)
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Abstract
Physical abuse of children is a major social issue affecting families. Children under
the age o f three, children with disabilities, and those bora prematurely have each been
shown to be high risk populations for experiencing physical abuse. This study
investigated several child, family, and environmental factors associated with physical
abuse within a population of children bom prematurely. Forty-five mother-child dyads
from each of three chronological age groups (6 months, 12 months, and 18 months)
participated. Home sessions were conducted in which mothers completed questionnaires,
children were assessed for developmental abilities, and mother-child dyads were
observed during feeding interactions. Demographic and birth history data were also
collected.
Age group comparisons revealed that parents of younger children report more stress
related to their parenting role, but no group differences emerged on the measure of abuse
potential. Parents of children with feeding delays reported higher abuse potential, more
child-related stress, and more negative parent-child interactions. Regression analyses
indicated that abuse potential was best predicted by parent related stress, percent of
feeding skills demonstrated by the child, and more involvement by aiding agencies
involved; actual interactive behavior was best predicted by percent of feeding skills
displayed by the child and the child’s problem behaviors as reported by the mother.
Results provide further evidence supporting a systems model of physically abusive
behavior.
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Duties: Data collection for a project on noncompliant children and parent/child
interactions.
Supervisor: Robert Wahler, Ph.D., Sue Wood, M.A.
CLINICAL EXPERIENCE
Psychology Resident (8/94 - 8/95)
University of Mississippi Medical Center/VAMC, (APA Accredited) Jackson,
Mississippi
Primary rotations:
Behavioral Pediatrics. (8/94 - 11/94; 5/95 - 8/95)
Responsibilities: Inpatient and outpatient services for
pediatric populations; Consultation services for the
Department of Pediatrics, a Children’s Rehabilitation
Hospital, a Children’s Cancer Clinic, and a Hemophilia
clinic.
Supervisor: James Sturges, Ph.D.
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Child Clinical/Community (8/94 - 11/94; 2/95 - 5/95)
Responsibilities: Outpatient services for children with
behavior problems and their families; Psychoeducational
assessment of children with learning problems;
Consultation services for MR/DD facilities, a child abuse
prevention program, and a shelter for battered women and
children.
Supervisor: Ronald S. Drabman, Ph.D., ABPP
Eating Disorders (11/94 - 2/95)
Responsibilities: Inpatient and outpatient assessment and
treatment with individuals with eating disorders;
Individual and group therapy.
Supervisor: William G. Johnson, Ph.D., ABPP

Parent Educator (8/94 - 6/95)
Exchange Club Parent/Child Center, Jackson, Mississippi
Responsibilities: Conducted a parent training group for parents of adolescents
at risk for child abuse and neglect.
Supervisor: Rebecca Pittman, Director

Graduate Trainee (8/92 - 5/94)
University Affiliated Center for Developmental Disabilities/Department of
Pediatrics
Robert C. Byrd Health Sciences Center, Morgantown, West Virginia
Responsibilities: Inpatient and outpatient assessment and treatment with
children with special health care needs; Clinics involved included: high
risk infants, pediatric neurology, early childhood development,
speech/language disorders, feeding and swallowing disorders, and
Positive Behavior Support Training throughout the state.
Primary Supervisor: Donald Kincaid, Ed.D.

Graduate Therapist (1/93 - 4/93)
Parent Training Group, Quin Curtis Center
West Virginia University, Morgantown, West Virginia
Responsibilities: Co-developed and implemented a behavioral training program
for a parenting group for parents of children ages 2-6 with behavior problems.
Supervisor: Judith R. Mathews, Ph.D.
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Graduate Therapist (8/90 - 5/94)
General Services, Quin Curtis Center
West Virginia University, Morgantown, West Virginia
Responsibilities: Conducted behavioral assessment and therapy with children
and families; co-therapy with other graduate students; co-therapy with faculty
on cases of individuals with developmental disabilities.
Supervisors: David J. Hansen, Ph.D., Joseph R. Scotti, Ph.D., and
Robert P. Hawkins, Ph.D.

Service Coordinator (8/91 - 8/92)
Family Interaction Skills Project, Quin Cutis Center
West Virginia University, Morgantown, West Virginia
Responsibilities: Coordinated all services provided by the project; conducted
behavioral assessment and therapy with maltreating families; managed grant
tracking; assisted with program evaluation; supervised first-year graduate
students and undergraduate interns; participated in court hearings.
Supervisor: David J. Hansen, Ph.D.

Undergraduate Intern (5/89 - 8/89)
Summer Treatment Program
Western Psychiatric Institute and Clinic, Pittsburgh, Pennsylvania
Responsibilities: Counselor for twelve 5-6 year old children diagnosed
with Attention Deficit Hyperactivity Disorder, Conduct Disorder, and/or
Oppositional Defiant Disorder; implemented token economy; assisted
with individual program development and implementation.
Primary Supervisor: William H. Pelham, Jr., Ph.D.
ADMINISTRATIVE EXPERIENCE
Middle Tennessee State University
Long Range Planning Committee (8/96 - present)
Faculty Liaison Committee (8/95 - 5/96)
Clinical Committee (8/95 - present)
West Virginia University, Department of Psychology:
Faculty Evaluation Committee - Student Representative (5/93 - 5/94)
Child Clinical Training Committee - Student Representative (8/92 7/93)
PROFESSIONAL MEMBERSHIPS
Association for Behavior Analysis
Association for Advancement of Behavior Therapy
American Psychological Association
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HONORS
Don Hake Outstanding Graduate Student Career Award (5/94)
Benedum Graduate Student Endowment (8/90-7/93)
Phi Beta Kappa
Phi Kappa Phi
GRANT ACTIVITY
Families of premature infants: A longitudinal sequential analysis of
physical abuse risk factors. West Virginia University Office of
Academic Affairs Doctoral Student Research Grant, $700 (Submitted
May 1994; Approved for funding August 1994). Kimberly J. Ujcich,
Principal Investigator.
Families of premature infants: A longitudinal sequential analysis of
physical abuse risk factors. West Virginia University, Department of
Psychology Alumni Fund, $200 (Submitted September 1993; Approved
for funding October 1993). Kimberly J. Ujcich, Principal Investigator.
Communication training with individuals exhibiting profound multiple
disabilities: Individual and systems effects. West Virginia University,
Department of Psychology Alumni Fund, $175 (Submitted September
1992; Approved for funding October 1992). Kimberly J. Ujcich,
Principal Investigator.
EDITORIAL EXPERIENCE
Manuscript guest reviewer:
Education and Treatment of Children. 1992, 1995
Journal of Applied Behavior Analysis. 1992, 1994 (with Judith Mathews,
Ph.D.)
American Journal of Mental Retardation. 1991 (with Joseph Scotti, Ph.D.)
PUBLICATIONS
Scotti, J.R., Nangle, D.W., Masia, C., Ellis, J.T., Ujcich, K.J., Giacoletti,
A.M., Vittimberga, G.L., & Carr-Nangle, R. (in press). Providing an AIDS education
and skills training program to persons with mild developmental disabilities. Education
and Training in Mental Retardation and Developmental Disabilities.
Scotti, J.R., Ujcich, K.J., Weigle, K.L., Holland, C.M., & Kirk, K.S.
(in press). Interventions with challenging behavior of persons with
developmental disabilities: A review of current research practices. Journal of
the Association for Persons with Severe Handicaps.
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Scotti, J.R., Ujcich, K.J., Nangle, D.W., Weigle, K.L., Ellis, J.T., Kirk, K.S.,
Vittimberga, G.L., Giacoletti, A.M., & Carr-Nangle, R. (1996). Evaluation of an
HIV/AIDS Education Program for Family-Based Foster Care Providers. Mental
Retardation. 34. 75-82.
Scotti, J.R., Kirk, K.S., Weigle, K.L., Ujcich, K.J., Holland, C., & Magruda,
A. (1995). Interventions with challenging behavior of persons with developmental
disabilities: An updated bibliography (T988-19921. (ERIC Document Reproduction
Service No. ED 379 872).
Scotti, J.R., Nangle, D.W., Giacoletti, A.M., Vittimberga, G.L., Ellis, J.T.,
Carr, R., Ujcich, K.J., & Barnes, D. (1991). Sexuality and AIDS awareness
curriculum (Tech. Rep. No. 1). Morgantown, WV: West Virginia University,
Department of Psychology, AIDS Prevention Project.
MANUSCRIPTS SUBMITTED FOR PUBLICATION
Ujcich, K.J. & Scotti, J.R. (1995). Communication training with individuals
exhibiting profound multiple disabilities: Individual and systems effects.
Ujcich, K.J., Cole-Beamon, J.A., Sturges, J.W., & Reitman, D. (1995)
Assessment of pediatric HIV.
MANUSCRIPTS IN PROGRESS
Ujcich, K.J. & Scotti, J.R. (1994). Physical abuse of children with disabilities:
A critical review and conceptual model. Manuscript in preparation.
RESEARCH IN PROGRESS
Ujcich, K.J. Families of premature infants: An analysis of physical abuse risk
factors. Dissertation in progress..
Drabman, R.S., Berotti, D., & Ujcich, K.J. The acceptability of behavioral
treatments for self-iniurv: New versus experienced staff ratings. Data collection.
Drabman, R.S., Berotti, D., & Ujcich, K.J. The treatment of self-iniurious
behavior with Faverin: A comparison of stimulation versus externally motivated
behavior. Data collection.
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PRESENTATIONS
Ujcich, K.J., Scotti, J.R., Weigle, K.L., Shah, S., & Watkins, T. (1995,
November). Physical abuse risk among families with premature infants: A longitudinal
sequential analysis. Paper presented at the 29th annual convention of the Association
for Advancement of Behavior Therapy, Washington, DC.
Ujcich, K.J., Spieth, L.E., & Hawkins, R.P. (1995, May). A parent and
adolescent as data collectors: A team approach to decreasing physically aggressive
behavior. In R.P. Hawkins & J.R. Mathews (Co-Chairs), Clinical service as science:
Use of data for monitoring and decision-making. Symposium presented at the 21st
annual convention of the Association for Behavior Analysis. Washington, DC.
Sturges, J.W., Reitman, D., Cole-Beamon, J.A., & Ujcich, K.J. (1995, April)
Assessment of pediatric HIV patients: Bridging the gap between research and clinical
practice. Paper presented at the annaul convention of the Society for Pediatric
Psychology, Gainesville, FL.
Masia, C.L., Scotti, J.R., Packard, K., Garlow, B., Holland, C.M., Ujcich, K.J.,
Weigle, K.L., & Dotson, K. (1994, November). Perception of HIV-risk in a university
community sample: Do they associate their behavior with their risk? Paper presented at
the 28th Annual Convention of the Association for Advancement of Behavior Therapy,
San Diego, CA.
Weaver, K.D., Masia, C.L., Olchek, D., Ujcich, K.J., Weigle, K.L., & Scotti,
J.R. (1994, November). The utility of an AIDS knowledge and behavioral skills
training program for college students. Paper presented at the 28th Annual Convention
of the Association for Advancement of Behavior Therapy, San Diego, CA.
Ujcich, K.J., Holland, C.M., Kirk, K.S., Wiegle, K., & Scotti, J.R. (1994,
May). Interventions with challenging behavior of persons with developmental
disabilities: A review of current research practices. Paper presented at the 20th Annual
Convention of the Association for Behavior Analysis, Atlanta, GA.
Ujcich, K.J., Kirk, K.S., Olchek, D., Weigle, K., & Scotti, J.R. (1994, May).
Providing AIDS education training: Implications for building support systems. In J.R.
Scotti (Chair), Behavior analysis responds to the AIDS crisis: Findings of the WVU
AIDS prevention project. Symposium conducted at the 20th Annual Convention of the
Association for Behavior Analysis, Atlanta, GA.
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Ujcich, K.J. (1994, April). Getting the most from your graduate training. In
J.R. Scotti & M. Amerikaner (Chairs), Preparation for graduate school: Getting there,
what to expect and getting out. Panel discussion presented at the Spring Conference of
the West Virginia Psychological Association, Charleston, WV.
Scotti, J.R., Nangle, D.W., Giacoletti, A., Vittimberga, G.L., Ellis, J.T., Carr,
R., Ujcich, K.J., Barnes, D., Weaver, K., & Burkes, C. (1993, November). Providing
AIDS education to developmental disabilities service providers: AIDS knowledge and
perceptions of client sexual behavior. Paper presented at the 27th Annual Convention
of the Association for Advancement of Behavior Therapy, Atlanta, GA.
Scotti, J.R., Ellis, J.T., Ujcich, K.J., Kirk, K.S., Masia, C., Olchek, D., Weigle,
K., & Weaver, K. (1993, August). An AIDS education and skills training program for
persons with developmental disabilities. In E.M. Stover (Chair), HIV risk reduction
interventions targeting vulnerable youth. Symposium conducted at the 101st Annual
Convention of the American Psychological Association (Division 27: Society for
Community Research and Action), Toronto, Canada.
Ujcich, K.J., Scotti, J.R., Kennedy, C., Cornell, K., & Land, J. (1993, May).
Communication training with persons exhibiting profound multiple handicaps:
Individual and systems effects. Paper presented at the 19th Annual Convention of the
Association for Behavior Analysis, Chicago, IL.
Scotti, J.R., Nangle, D.W., Giacoletti, A.M., Vittimberga, G.L., Ellis, J.T.,
Carr, R., Ujcich, K.J., & Barnes, D. (1992, November). Providing AIDS education to
persons with developmental disabilities: Outcome of a skills training intervention.
Paper presented at eh 2th annual convention of the Association for Advancement of
Behavior Therapy, Boston, MA.
Warner, J.E., Ujcich, K.J., Ellis, J., Malinosky-Rummel, R.R., & Hansen, D.J.
(1992, November). Social validity of an individualized behavioral intervention program
for physically abusive and neglectful families: Further evaluation of the Family
Interaction Skills Project. Paper presented at the 26th Annual Convention of the
Association for Advancement of Behavior Therapy, Boston, MA.
Scotti, J.R., Berryman, J., Vittimberga, G.L., Ujcich, K.J., & Evans, I.M.
(1992, May). A review of response interruption procedures in the treatment of excess
behaviors: A call for an educative approach. Paper presented at the 18th Annual
Convention of the Association for Behavior Analysis, San Francisco, CA.
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Malinosky-Rummell, R., Ellis, J.T., Warner, J.E., Ujcich, KJ., Carr, R.E., &
Hansen, D.J. (1991, November). Individualized behavioral intervention for physically
abusive and neglectful families: An evaluation of the Family Interaction Skills Project.
Paper presented at the 25th Annual Convention of the Association for Advancement of
Behavior Therapy, New York, NY.
Scotti, J.R., Giacoletti, A.M., Nangle, D.W., Vittimberga, G.L., Ellis, J.T.,
Carr, R.E., & Ujcich, K.J. (1991, November). The challenge of providing AIDS
education to persons with developmental disabilities. In P.E. Campos & M.L. Ekstrand
(Chairs), Behavioral HIV risk reduction: Challenges for the 1990s. Symposium
conducted at the 25th Annual Convention of the Association for Advancement of
Behavior Therapy. New York, NY.
WORKSHOPS CONDUCTED
Ujcich, K.J. (1995, May). Managing Challenging Behaviors with Youne
Children. Workshop presented at “Parenting Matters: Practical Information for Raising
Kids in the 90s,” Parenting conference sponsored by the Mississippi Department of
Human Services. Jackson, MS.
Ujcich, K.J. (1994, September). Child Behavior Management. Workshops
presented at "Parenting Matters: Practical Information for raising kids in the 90s,"
Parenting conference sponsored by the Mississippi Department of Human Services,
Tupelo, MS.
Scotti, J.R., Nangle, D.W., Giacoletti, A.M., Vittimberga, G.L., Ellis, J.T.,
Carr, R., & Ujcich, K.J. (1992). AIDS risk prevention for persons with developmental
disabilities: Facilitating client behavior change through staff support training. In AIDS:
The health care crisis of the century, an invited seried of statewide regional training
workshops for specialized family care providers, sponsored by the University Affiliated
Center for Developmental Disabilities at West Virginia University.
Hansen, D.J., Nangle, D.W., Ujcich K.J., Vittimberga, G.L., & Warner, J.E.
(1991, April). An introduction to behavior assessment. Six-hour workshops presented
at Appalachian Mental Health Center, Elkins, West Virginia. (Approved for continuing
education credits by the West Virginia Board of Examiners of Psychologists).
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